watlev FHolgleale
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

3 I - STATE FILE N El
DO NOT WRITE Registration District No. ________J —Primary Registration District Neo. lmB----llemlmr . ch_l_ﬂSﬁ . i UMBER

AMENDE : .
ON THIS STUB NOED NV 151963

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deccesad lived. If instilvtion: Residence before
s. COUNTY o STATE Mo b. COUNTY admision)
O, .

V5 300
Rev. 4/59

b. CITY {If outside carporate limits, give TOWNSHIP only] Length of stay in 1b <. C!TY Inside Limits

oW St, Louls, Mo, b yr 226 1ay§w“ St Louis i ves K ne O

c. ;%éPNI'ATEOOF {If NOT in hospital, give location) Inside Limits d. STREET (I cunside, give location) Reside on Farm

wstwtion ‘3¢, Louils Chronic Y& nog AODRSS 3306a California - lvwpo wd
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar

{Type of print) . OF
Ella Connelly. DEATH 10 31 19613
5. SEX 6. COLOR OR RACE 7. Married []  Never Married [J |8. DATE OF BiRTH | ¥. AGE [last birthdey) |IF UNDER 1| YEAR | IF UNDER 24 HR
Female| White Widowed @l berd O | §_8_81 82 Morthe | Bwys | Rowns [ M
10a. USUAL OCCUPATION (Give kind of work done | 106. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or counfry] | 12. CITIZEN OF WHAT COUNTRY

Yonsekeaping™ "™ | At Home St. Louils, Mo. TU.S.A.

“"‘5ATE AMENDED

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Sam Lehman Mary Schmitt James J. Connelly
15. WAS DECEASED EVER 1N U.5. ARMED FORCE Y NO. 17. INFORMANT Address
(Yes, no, or unknown} | (If yes, give war or datas

pifaialbel rone Helen Bohn -~ 10kl Alliance Dr,

18. CAUSE OF DEATM (Enter anly one causa per |ine far {a), (b), and {c). INTERVAL BETWEEN

PART |I. DEATH WAS CAUSED BY: : ONSET ANP DEATH
[MMEDIATE CAUSE {s) c.éﬁm 4 ;14/

2 P W
Conditions, if any, DUE TO (&) W M&%@%A—Q Vil
wbl;ich gave riu[ t;)
v 1
:uri:u :I::':nd:r- %00

lying cause lasl. DUE TO (<}

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART 111, If decessed was female was
disease condition given in PART | (a) there a pregnency in last $0 days.

. - | O Yes l R No LI:I Unknown

19. WAS AUTOPSY | 20a. AGCIDENT  SUICIDE HOME’CIDE 70b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of Injury in PART | or PART |1 of item 18.)
[m: a

DOCUMENT

PERFORMED?
YES(O N
20c. TIME OF Hour Menth, Day, Year
INJURY a.m,
p.m.

70d. INJURY OCCURRED 20e. PLACE OF INJURY (e.9., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [0 farm, factory, street, office bidg., eic.)
NOT WHILE AT WORK []

h B
21. | attended the decansed from 3—19— sq ru_lozjlié_a_and last saw hﬁ;‘ alive on__]_Q_-_BJ_-ﬁ_B—_
::2 5 P . M ' __m on the date stated sbove, and 1o the best ot my knowledge, from the cavss stated.
[ 22c. DATE SIGNED

22a. szﬂnrﬁg_ K_ ?}W;)/ P &-’ 22b. fD_Dl!ESS W //_ PR

73a. BURIAL, CREMATION, | 23b. DATE [23c. NAME OF CEMETERY OR CRI:MATORY 23d. LOCATION [City, Town, or county) {S1ate)

BRMY AT |Nov.l,1963 |S.S.Peter & Pgul Cem.| St.Louis, Missouri
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 24 RWGNAT E_‘ - ‘_-/
WACKER-HELDERLE-363ly Cravois Ave.| NOV 4 1363 Sk . [P

(Licensed Embalmer’s Statement on Raverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death oecurred at

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was em!::almed by me, -

or by — Stwwdent Embalmer No.

working under my personal supervision. .

Student

Signature of Studen! Embalmer

/
Licknsed jgij’/j 7)
P ddrs.’;! ’ /é /f’%’k

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

-

-




